SUMMARY It is likely that the incidence of tuberculosis will continue to decline, although there will be problems in areas with large numbers of immigrants from third world countries. They will present problems only if they come from countries with high incidence of primary drug resistance. In the indigenous population there is one problem group-middle aged and elderly men often with sputum positive disease. Diagnosis tends to be delayed, they may not co-operate with treatment and there is a significant death rate.
Despite the very substantial decline in incidence, it is probably premature to abandon BCG vaccination, although this will have to be reconsidered within the next 10 years. tuberculosis has become commonplace in the developed countries, in the underdeveloped countries of the world, the situation is much less encouraging. ' 2 The incidence of tuberculosis in these countries remains high and may even be increasing. A disease for which excellent treatment is now available, which is becoming so uncommon in the developed world that it can be considered as potentially eradicable, continues as a major cause of morbidity and mortality. The reduction in rate of decline in incidence of tuberculosis in the United Kingdom in the 1970s reflected a brief exposure to these world problems. That decade saw the impact of an increase in immigration from the Asian subcontinent and East Africa, both countries where the incidence of tuberculosis is considerably higher than in the United Kingdom. From the point of view of the pathologist, the increased incidence in immigrants has provided few surprises. The histopathologist may receive tuberculosis material from unexpected sites with an increased tendency to lymph node involvement and caseation-the "tropical" pattern of disease. 9 The organisms have been almost entirely human strains with no increase in virulence, and phage typing shows a predominance of East African and Indian types of organism,'0 suggesting either infection in the country of origin or subsequent infection from an individual previously infected in Asia or East Africa. A recent survey" of the organisms isolated from lymph node disease confirms the rarity of infection with Mbovis (65 of 2339-3%). Of the 2339 isolations from patients with lymph node disease 1529 (65%) were from patients of Asian origin, 80% of whom were aged between 10 and 50 yr.
There have also been striking changes in the native community and these have considerable implications for disease control. In particular the change of pattern of incidence in men is striking. That the disease which used to be the scourge of adolescence has become a problem of aging is clearly shown by the OPCS statistical returns. A third problem lies in the inevitable loss of skills in the management of a disease that is becoming rare. The data from the notification survey show that in 1978-79 23 counties and 186 local authority areas had an annual notification rate less than 10/ 100 000. In the six-month period of the survey there were no notifications at all from 32 local authority areas. In 1980, in 8 of the 14 regions in England there were fewer than 500 cases. With such low case numbers diagnostic thresholds alter and management skills atrophy. Clinical radiological and laboratory services are affected. Centralisation of microbiological laboratory services has helped to maintain high standards of identification and sensitivity testing'4 but these depend on initial isolation of the organism. The organisation of the chest services has been substantially changed and they may prove unsatisfactory. Attention has repeatedly been drawn to poor drug use as a cause of treatment failure, a failing from which chest physicians are by no means exempt. '5 16 Recent surveys have shown very poor use of antituberculous drugs by other medical specialties.'7 The suggestion was made that the advice of the chest physician should always be taken. In districts with the incidence of the disease at the very low level documented in 1978-80 many chest physicians must be beginning to lack experience. Some of the problems encountered in the notification survey suggest that this is already happening.'8 Various different approaches to this problem are possible. In Scotland with its smaller population and simpler organisation a national surveillance system has been introduced. '9 This has brought not only more accurate information on case numbers but also an element of quality control on both diagnosis and treatment. Crofton20 has noted that since its introduction the rate of decline of incidence of tuberculosis which had been slowing has reverted to its previously more rapid level, and that there has been a fall in incidence of drug resistance presumably as a result of better chemotherapy. Perhaps Home's somewhat draconian suggestion2' of rigid enforcement of the use of standardised drug regimens may not prove to be required, but clearly the problems of management are likely to show a paradoxical increase as incidence declines.
Prevention still requires emphasis, perhaps as much in areas where incidence is low as in the areas where the disease remains relatively common. Two recent outbreaks of the disease have occurred in areas of low incidence; of these only one has been documented. 22 It may be that in these commuinities there has been a loss of immunity from a combination of lack of natural exposure and perhaps also lack of enthusiasm about BCG vaccination. Whatever may be the situation elsewhere, it still seems that in this country BCG vaccination offers a 75% protection.23 It is probably premature to abandon this, although the temptation to do so is great particularly in areas where the incidence of tuberculosis is now very low.
As the figures previously given show, the death rate has been falling at about the same rate as the incidence of the disease. It is however disturbing that in 1979 OPCS attributes 606 deaths to tuberculosis. This figure is probably accurate. In the notification survey, which covered essentially the same year there were 1309 cases of sputum positive tuberculosis with 160 deaths (12%) of which 72 (5.5%) were primarily attributed to tuberculosis.24
Both the OPCS figures and the notification survey show that deaths occurred predominantly in older men; in the notification survey death was commonest in the first month of treatment. This information is compatible with the belief that deaths are related to late presentation of advanced disease, often in older patients with other medical problems. This belief may not be entirely accurate. The last analysis of deaths in this country '4 showed that failure to follow established high standards of treatment was a significant factor in many of the deaths, and the subsequent published work already quoted does not suggest that there has been a major improvement.
The attitude for the eighties must be one of cautious optimism. The means for the solution of the problems are freely available. The difficulties lie in our ability and enthusiasm to use them.
